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• Mental health service users with medical co-morbidity frequently experience difficulties accessing and receiving appropriate treatment in emergency departments.
• Service users frequently experience fragmented care planning and coordinating between tertiary medical and primary care services.
• Little is known about mental health nurses' perspectives about how to address these problems.
What this paper adds to existing knowledge?
• Emergency department clinicians' poor communication and negative attitudes have adverse effects on service users and the quality of care they receive.
• The findings contribute to the international evidence about mental health nurses' perspectives of service users feeling confused and frustrated in this situation, and improving coordination and continuity of care, facilitating transitions and increasing family and caregiver participation.
• Intervention studies are needed to evaluate if adoption of these measures leads to sustainable improvements in care planning and coordination, and how service users with medical co-morbidity are treated in emergency departments in particular.
What are the implications for practice?
• Effective planning and coordination of care are essential to enable smooth transitions between tertiary medical (emergency departments in particular) and primary care services for service users with medical co-morbidity.
Introduction
Mental health service users (hereafter, service users) with medical co-morbidity have higher rates of hospitalization than the general population (Australian Institute of Health and Welfare 2012). There is a strong association between mental disorder and medical co-morbidity (Fagiolini & Goracci 2009 ). Medical co-morbidity can exacerbate mental disorder, reduce quality of life and lead to premature mortality (Fagiolini & Goracci 2009 , Fulbrook & Lawrence 2015 , Lally et al. 2015 . In developed countries, the gap in mortality between people with severe mental disorder and the general population persists (Chang et al. 2011) . To illustrate, in the United States, life expectancy in people with mental illness is approximately 30% less than the general population (Fagiolini & Goracci 2009 ). The main causes of reduced life span are premature cerebrovascular and coronary heart diseases (Short et al. 2009 ) with more than 60% of this excess mortality being due to medical illnesses that are preventable and treatable (Tse et al. 2011) . For example, service users with schizophrenia are more likely to have obesity, elevated blood cholesterol and/or triglycerides (McDaid & Smyth 2015) , type-2 diabetes mellitus and related complications (Schoepf et al. 2014) than the rest of the population. Medical co-morbidity may be compounded by the effect of the service user's mental disorder (such as poor communication skills or cognitive impairment), lifestyle and possible genetic predisposition to medical conditions (Fagiolini & Goracci 2009) . Delayed or absent help-seeking behaviour or poor access to primary and tertiary medical care may also adversely affect medical co-morbidity (Jones et al. 2008) . However, 'diagnostic overshadowing' (medical symptoms being incorrectly attributed to coexisting mental illness) has been shown to influence the diagnosis and treatment of people with a mental disorder who present to emergency departments with medical symptoms (Shefer et al. 2014) and in primary care settings where routine cardiovascular and metabolic screening of people with mental health disorders is not undertaken (Hardy 2015) . In the United States, a study (Sullivan et al. 2006) found that people with co-morbid mental disorder and diabetes who presented to an emergency department were much less likely to be admitted to hospital for diabetic complications than those without mental disorder. In the United Kingdom, a study (Shefer et al. 2014) identified several cases in which service users who presented to the emergency department with a physical condition did not receive appropriate diagnosis or treatment. In five of these cases, delayed diagnosis led to irreversible, long-term damage to the person's health. Notwithstanding background factors such as the crowded, busy nature of emergency departments, operational targets and time pressures, the diagnosis of service users with medical comorbidity is often further complicated by clinicians' negative attitudes and poor communication (Shefer et al. 2014) .
While they are often admitted to hospital or to other specialized ongoing care through emergency departments (Morphet et al. 2012) , the difficulties experienced by service users with medical co-morbidity in obtaining appropriate treatment and support in emergency departments are well known (Clarke et al. 2014 , Goode et al. 2014 . Service users frequently report that their physical health concerns are not taken as seriously as those of people with no history of mental disorder (Clarke et al. 2014) . However, it is incumbent on emergency department staff to make correct diagnoses and identify the most appropriate treatment and care for the person (Shefer et al. 2014) . Effective care planning and coordination are essential at this juncture to ensure service users receive appropriate care and support for their medical co-morbidity (Innes et al. 2014 , Gras et al. 2015 .
Several initiatives have been implemented to improve the care and management of service users with medical comorbidity (Bromley et al. 2015 , Lally et al. 2015 , Li et al. 2015 . One initiative is consultation-liaison psychiatry (CLP), which focuses on psychological care of patients with medical illnesses, relationships between medical and psychiatric disorders and psychiatric-medical co-morbidity. Justification for CLP was shown in a United Kingdom study, where approximately one in three patients with medical conditions had treatable mental health problems; however, only a small percentage obtained timely mental health care (Creed et al. 2002) . Furthermore, a review of progress and challenges in CLP in the United Kingdom, Italy and Japan concluded that CLP provision and care standards are variable and frequently inadequate (Grassi et al. 2015) . There are increasing calls for greater provision of CLP, especially in emergency departments. In the United Kingdom, the Royal College of Psychiatrists (2015) recommended that renewed emphasis be placed on increasing access to CLP in emergency departments, including addressing the needs of older adults with mental health disorders and improving mental health clinician training.
Another initiative -of particular relevance to the present study -is the Mental Health Hospital Admission Reduction Program (MH HARP), an augmented care programme that provides coordinated community-based care to service users with medical co-morbidity who present frequently to hospital emergency departments seeking treatment for urgent and/or non-urgent issues. Under this programme, mental health nurses provide intensive care coordination and support for up to 6 months. Typically, they make referrals to short-term clinical treatment and community-based services and supports, with a view to stabilizing and building service users' capacity to self-manage. Nurses, who constitute a major proportion of the workforce in emergency departments, play an important role in detecting and providing care for service users with medical co-morbidities (McCann et al. 2006) . It is largely these nurses who determine when MH HARP should be called upon. However, emergency department nurses and other clinicians frequently lack the knowledge and clinical skills to appropriately assess, treat and support service users with medical co-morbidity (McCann et al. 2006 , Clarke et al. 2014 . Nurses' and doctors' attitudes also affect their willingness to provide care in this situation (McCann et al. 2006 , Happell et al. 2013 , M artensson et al. 2014 . Furthermore, clinicians often neglect the medical health needs of people with mental disorders (Howard & Gamble 2011 , Adams et al. 2015 , Walker & McAndrew 2015 . Improvements in the way these service users are assessed and treated, together with better care planning and coordination, will benefit these individuals, clinicians and health services (Adams et al. 2015) .
Amidst calls for greater provision of CLP in emergency departments (Royal College of Psychiatrists 2015), increasing attention is being placed on addressing the needs of service users with medical co-morbidity (Fagiolini & Goracci 2009 , Razzano et al. 2015 . One potential way to do this is to improve care coordination between tertiary medical and primary care services, but there is a knowledge gap about the contribution of mental health nurses to this process and about the most appropriate ways to improve service users' experience while transitioning between these services. Therefore, as mental health nurses have a key role in this process, it is important to examine their perspectives about service users' experience and how to improve care planning and coordination between tertiary medical and primary care services. Such insights may help improve service users' treatment in emergency departments and their transition between these services, and contribute to knowledge about these issues.
Aims
The aims of the study were to examine mental health nurses' perspectives of the experience of service users with medical co-morbidity in tertiary medical services, and to identify how to improve care planning and coordination for service users transitioning between tertiary medical and primary care services. The study was situated within a larger experience-based co-design (EBCD) project about improving care planning and coordination for service users with medical co-morbidity as they transitioned through tertiary, sub-acute and community programmes to primary care and self-management. The larger study was carried out across a major tertiary medical service, incorporating three medical hospitals, and primary care services in Melbourne, Australia, in five consecutive stages (Table 1) . Data from the study of mental health nurses' perspectives were incorporated as quotes in the short film that was produced in Stage 3 of the larger project.
Methods

Design
A participatory action research (PAR) approach (Lawson et al. 2015) was used to obtain mental health nurses' and other clinicians' perspectives of service users' experience and ways to improve their transition between tertiary medical and primary care services. PAR engages individuals who do not necessarily have formal research training, but are key stakeholders in the research process (Lawson et al. 2015) . One PAR model is EBCD, a user-centred (experience-based) approach that leads to collaborative change (co-design) in service delivery between service users and clinicians (Donetto et al. 2014) . It is a phased process in which service users and clinicians capture and seek to understand their lived experience of services, and work together to improve services based on this shared understanding (Bowen et al. 2013) .
For the nurse component of the study, data were collected through two focus group discussions. A key feature of focus groups is the active interaction of participants as they jointly construct meaning about a topic (Jayasekara 2012) . The researcher plays an active role in facilitating discussion for data collection (Doody et al. 2012) . While Krueger & Casey (2000) suggest limiting participant numbers to six or eight, the focus group size depends on the topic and how much participants know about the subject, as well as the facilitator's skill in guiding and enabling discussions. In the current study, the researcher had extensive experience in facilitating focus groups and kept the discussion flowing and on topic, while allowing the discourse to progress as naturally as possible. The researcher took steps to ensure that all participants had the opportunity to contribute to the discussion in each focus group; all contributed, some more so than others. The quality of their contribution was more important than the quantity.
Ethical considerations
Ethics approval was obtained from Melbourne Health Human Research Ethics Committee and the tertiary medical service's Office for Research. All participants provided written consent to participate; participation was voluntary.
Sample
Purposive sampling (Parahoo 2014 ) was used to guide recruitment. Participants were recruited from the tertiary medical service's two emergency departments, MH HARP, local area mental health services and other allied health programmes. Inclusion criteria comprised: (1) employed full-or part-time as mental health nurses or allied health staff; (2) working in the service's emergency departments or community services; and (3) provide day to day care coordination to service users with medical co-morbidity.
Data collection
An interview guide was developed from the literature ( Table 2 ). Broad questions were asked initially, with probes used for further scrutiny. The researcher summarized participants' responses after each main segment of the discussions, a corroborative process that enhanced the credibility of the study (Guba & Lincoln 2005) , including saturation of emergent themes (Holloway & Wheeler 2010) .
Focus group discussions lasted 1 h, took place in private and were audio-recorded.
Data analysis
Audio recordings were transcribed verbatim, and Braun & Clarke's (2006) six-step approach to thematic analysis was used to identify, analyse and report patterns in the data. Transcripts were read and re-read to gain a broad appreciation of participants' perspectives (Familiarization with the data). Initial codes were generated and inserted manually (Generating initial codes). In vivo coding was adopted to prevent the researchers from superimposing pre-existing theories or beliefs on the data (Holloway & Wheeler 2010) . Provisional themes were identified and supported by relevant data (Searching for themes). Themes were appraised to establish their relationship with coded extracts of data, and a thematic 'map' of the analysis was developed (Reviewing themes). Ongoing analysis, refinement and naming of themes enabled a more detailed analytical ordering of themes and sub-themes (Defining and naming themes). Illustrative exemplars for each theme were selected and a scholarly report produced (Producing the report). Preliminary thematic analysis was conducted by KC and MP, followed by an independent review of the Table 1 Summary of stages of experience-based co-design study 1.
Video-recorded service user and caregiver interviewsundertaken to obtain service users' and primary caregivers' experience of their transition. Four themes were abstracted from the data: (i) accessing tertiary medical hospital services was difficult and time-consuming; (ii) contrasting experiences of clinician engagement and support; (iii) lack of continuity of care between tertiary medical and primary care services; and (iv) MH HARP clinicians facilitated transition (Cranwell et al. 2015) . 2.
Focus group discussion and individual interviews with clinicians (the subject of the present paper). 3.
Production of a short film comprising video clips of interviews with service users and caregivers, quotes from service users, caregivers and clinicians and voiceover that exemplified the themes identified from stages 1 and 2. 4.
Large combined focus group discussion containing service users, caregivers and tertiary medical and primary care clinicians. Short film used to generate discussion. 5.
Survey of participants' experiences and views about the effectiveness of the EBCD process.
process by TMcC. Differences in coding and theme identification were resolved through discussion, a mediatory process that improved the rigour of the study (Parahoo 2014) .
Results
Seventeen clinicians with day to day involvement in direct service user care participated; nine in Group 1 and eight in Group 2. Of the nine female and eight male participants, mental health nurses were the dominant cohort (n = 14), with the remaining participants working in allied health. Ten of the mental health nurses provided specialist mental health assessment and short-term treatment in the emergency departments. Typically, it was their responsibility to identify when the MH HARP clinicians should be engaged to provide intensive care coordination for each service user. Four mental health nurses from MH HARP participated in the study. Three main themes and related sub-themes were abstracted from the data: feeling confused and frustrated, enhancing the service user's transition and experience and involving families and carers.
Feeling confused and frustrated
Participants commented that service users with medical co-morbidity often present to hospital emergency departments in a state of acute medical illness. Asked to put themselves in the service user's situation, they characterized the service user experience of accessing services for treatment of medical co-morbidity as one of confusion, fear, frustration and a sense of vulnerability. This was largely because service users often received treatment or support from several different medical departments, in inpatient and community settings. Two sub-themes reflected the challenges faced by service users: bewildering and frustrating experience and improving emergency department clinicians' attitudes and communication.
Bewildering and frustrating experience In the first sub-theme, a lack of clarity with regard to the function and parameters of the different clinical services was perceived to exacerbate service users' sense of confusion, anxiety and frustration. Referring to the cycles of repeated crisis intervention and fragmented care experienced by these service users, participants perceived them to be overwhelmed by the different environments and clinicians they encountered. Unless service users understood the particular roles and responsibilities of the different services that constitute the overall health care system, they may not understand the type of service being offered to them at the time. Service users' confusion and frustration were compounded by a lack of clear, concise and consistent information, and having to frequently repeat their story to different clinicians.
Feedback from service users often is [about] seeing different people at different times and so on, and so I think that's a little frustrating for people . . . they have to tell their story over and over and over again (Participant 8, male).
Referring to their perception of confusion about the health system, participants reported that some service users presented to emergency departments with the expectation that they would receive timely and appropriate medical treatment, and access to tertiary medical services. With 24-h access, the emergency departments were used as a hub from which service users hoped to be connected with other services.
The client will tell you themselves that they come to ED (emergency department) because they get the service (Participant 15, female). What gaps, if any, exist in the way your service works to assist these service users? What are the main priorities for improving the experience of these service users as they move through your service? Beliefs about collaboration between hospital and community services in the treatment of this group of service users What are the main priorities for improving the way services collaborate with each other to enhance the experience of these service users as they move through your service?
Improving emergency department clinicians' attitudes and communication In the second sub-theme, improving emergency department clinicians' attitudes and communication, mental health nurse participants based in the emergency departments made a distinction between the behaviour of clinicians with specialized mental health education and training and those with little experience dealing with service users with medical co-morbidity. Clinicians' attitudes towards service users were identified as a determinant of the quality of care, while the importance of communicating effectively with service users was emphasized. Participants also reported a general lack of specialized mental health education and training and staff turnover as additional factors that influenced how clinicians behaved towards service users.
They've got new, inexperienced staff, who don't really understand the mindset of it all (Participant 10, female).
A lot of the staff lack mental health training and confidence in treating patients with mental health conditions, so often they might get overlooked (Participant 6, female).
Combined with a lack of experience and confidence in treating service users, these factors increased the risk of service users being overlooked or experiencing disjointed care. This risk was exacerbated by clinicians' negative attitudes or stigma towards service users.
Particularly a lot of junior medical staff, they don't know what's psychological and what's physical, and how to treat them best (Participant 6, female).
They often have a preconceived idea about why they're coming in. And when you go out and see that person, it can be a different story (Participant 16, female).
Preconceptions about service users were still common, even in cases where the mental disorder was irrelevant to the person's presentation to the emergency department. Commenting that stigmatization of people with mental disorder still occurred in emergency departments, participants considered how clinicians' attitudes influenced treatment.
It's fairly well established in ED that they're not the most loved patients as a group overall (Participant 4, male).
From this perspective, it was important to focus on the relevant documentation and records for the individual service user's current medical presentation, and not make assumptions in cases where there was a recorded history of mental disorder.
Whatever is recorded needs to be relevant to the presentation and not include anything which may be pejorative (Participant 4, male).
The connection between clinicians' negative attitudes and poor communication was also identified as a factor that increased service users' confusion and frustration.
They [service users] feel they're not heard by the system . . . that their grievance is important, their issue is important . . . but they feel not heard (Participant 17, female).
In this light, participants acknowledged the impact of their attitudes and poor communication on service users.
Some days you might be better dealing with someone who's quite complex and quite difficult, some days you might not be so good (Participant 4, male).
They reported increased tension when a service user was a frequent presenter to the emergency departments, or when clinicians' efforts seemed to be making little difference to the constant flow of patients in general needing help.
So we're trying to do everything, really. It's really frustrating, especially in EDs (emergency departments) . . . it seems like one-way traffic (Participant 5, male).
In the discussion on communication, participants commented on the benefits of being able to communicate face to face with colleagues as they sought to plan and coordinate a smooth transition between different services and support for service users. Emergency department mental health nurse participants commented about how they benefitted from the MH HARP team being located on the same hospital site, which facilitated communication and collaboration between clinical teams. However, use of incompatible information technology systems served as a communication and coordination barrier about service users' needs. More broadly, participants commented that services appeared to be more fragmented than previously, which hindered communication and continuity of care. This fragmentation was seen to have a direct and adverse impact on the service user experience.
I must say, it has always been fragmented to a certain degree . . . and I think now it's a bit more, for whatever reason. It's very difficult to communicate. They're (colleagues) all under pressure, so you don't get that dialogue (Participant 15, female).
Enhancing the service user's transition and experience
In the second theme, enhancing the service user's transition and experience, participants reflected on current clinical practices that facilitated the processes of assessing service users and planning and coordinating services and support in a way that enabled continuity of care. Decision making around discharge and the discharge planning process were seen as critical to service users' short-and longterm well-being. Service users were typically referred to other community services, which required timely and effective planning, coordination and collaboration. Participants commented about how service users' needs and preferences were identified and communicated to the right people at the right time, in an effort to facilitate a smooth transition. Two sub-themes reflected participants' perspectives about coordinating care: facilitating transitions and improving coordination and continuity of care.
Facilitating transitions
This sub-theme reflected participants' general view that service users valued the in-depth assessment they performed and that their role in coordinating treatment benefited service users. They saw themselves as a conduit between the emergency departments and other services, whereby they would discuss available options with service users before engaging other clinicians or services.
A lot of these people do fall through the cracks . . . and there's someone there to initially pick up those pieces, help them get to those places, help them understand what's going on (Participant 16, female).
Participants also discussed the importance of appropriate follow-up as they sought to provide continuity of care for service users. As service users were considered particularly vulnerable to breakdowns in the care process, a lack of follow-up was considered a risk to service users' experience of smooth transitions to other services. Timely follow-up was considered most important in cases in which the service user had to make initial contact with or engage the new service themselves, as there was an increased likelihood of the person not receiving the recommended services or care.
We always make a point of having at least one followup phone call with each patient after they've left here . . . it also gives us a chance of linking the patient into whatever services they need (Participant 2, female).
Improving coordination and continuity of care
Transitions between care settings and services are significant points at which service users are particularly vulnerable to loss of continuity of care. In the sub-theme improving coordination and continuity of care, the dominant view on how to improve service coordination and continuity of care related to communication and collaboration within and between service providers. However, participants identified several significant challenges associated with implementing improvement initiatives across different services and programmes. A single point of referral was also considered integral to the goal of streamlining services.
A pipe dream (ideal) would be a single point of referral . . . you go to one place . . . there's one referral form that goes off to the appropriate service (Participant 16, female).
However, current disciplinary and departmental boundaries, funding structures and governance arrangements frustrated participants' efforts to make improvements across different services and the continuum of care. For example, there was no single data source that captured episodes of care across a service user's transition through the health system. Some customized data collection tools had been developed for specific purposes, but the data could not always be linked to individual service user's clinical records. These technical issues added to the complexity of the challenges faced by participants as they strive to coordinate care with colleagues and streamline the service user experience of transitions across and between services.
Participants also discussed, what they perceived as, service users' frustration with fragmented services and inconsistent follow-up. They agreed that better communication and collaboration between services was integral to improving the service user experience. Different expectations of services, including timing of appointments, were also highlighted, with waiting times for some services identified as a risk to continuity of care.
I think their expectation would be probably different from our expectation with timeframes and treatment . . . the timeframe for what we think may be appropriate, they won't (think is appropriate) (Participant 15, female).
Involving families and carers
Family and carers play key roles as nurses strive to provide support and continuity of care to service users. Participant discussion around follow-up and continuity of care emphasized the importance of working collaboratively with families and carers in planning and providing services. Participants saw the potential for families and carers to provide a level of consistency or continuity, noting that it was often families and carers who assumed responsibility for the service user's ongoing care. Involving families and carers in care planning was seen as essential to the person's long-term care.
They're (carers and families) the key to the continuity of care, really. If you can't engage them, you lose that continuity, I think (Participant 5, male).
Participants also commented about several challenges around family and carer participation. They cited several incidents in which issues of confidentiality had to be negotiated between service users and families and carers. Approaching caring relationships on a case by case basis, they sought to balance their obligation to maintain the person's privacy with providing sufficient information to families and carers. Families and carers were often present at the time the person was discharged and needed sufficient information to enable them to appropriately support the person. Carers and families typically provide emotional and practical support, and may be involved when treatment plans are developed. However, the stress and demands of the role may have an adverse effect on them, particularly in cases where there has been a long history of chronic illness.
The families and their friends are often burned out; they've been through it so many times; they just don't want to be involved any more (Participant 5, male).
To support families and carers, participants provide information on support services, while those with specialized mental health education and training may also offer counselling.
I speak with the family to see how they're coping and just to make sure that everyone's aware of the services that are available to them (Participant 2, female).
Issues relating to lack of privacy and confidentiality for patients in general in emergency departments were also discussed. In particular, concern was expressed about the open design of emergency departments. Beds or cubicles were separated by curtains, with the consequence that important conversations with patients were frequently interrupted by noise from equipment, other clinicians or patients and hospital announcements broadcast frequently over public address systems. In addition, conversations could usually be overheard by other patients and clinicians in the emergency departments, making it difficult for privacy and confidentiality to be maintained with service users.
I don't think it's ideal, because they've got those cubicles with the curtains on them, and especially when you get something that's a bit emotionally charged . . . family are angry, the patients are angry, you get everybody talking all at once . . . it would be nice to have a dedicated place where you can go and sit (Participant 1, male).
There's been an increase towards getting them (families and carers) more involved, but privacy and confidentiality are starting to weigh a bit now (Participant 15, female).
Discussion
The aims of the study were to explore mental health nurses' perspectives of the experience of service users with medical co-morbidity in tertiary medical services, and to identify how to improve care planning and coordination between tertiary medical and primary care services. Emergency department nurses and other clinicians felt that the service user's experience was characterized by fear, confusion and a sense of not being heard. Overall, participants acknowledged the difficulties faced by service users as they attempted to access and receive treatment in public medical health services. Participants, too, were challenged and frustrated by a lack of integration between different services, difficulties when referring service users with medical co-morbidity to other services and long waiting lists for those services.
Mental health nurses' attitudes have been shown to determine the quality of care they give to service users with mental disorders (Goode et al. 2014 , M artensson et al. 2014 , Gras et al. 2015 . One way of improving the service user experience is by educating staff in emergency departments to improve their care and management of service users with complex mental and physical needs (Innes et al. 2014) . However, educational interventions often produce only short-term improvements in attitudes towards people with a mental disorder (Clarke et al. 2014) . Although education has been shown to be effective in reducing stigma and improving staff capacity to manage service users, efforts to improve nurses' and other clinicians' attitudes and behaviours are most effective and sustainable when they also address extant beliefs, perceived or actual priorities and current practices (Bromley et al. 2015 , Gras et al. 2015 . A change in attitude is as important as gaining knowledge when it comes to improving service users' experience of service transitions (Li et al. 2015) . In this light, it may be useful for further research to consider how to improve the effectiveness and sustainability of education strategies that challenge nurses' and other clinicians' beliefs and promote attitudinal shifts (Clarke et al. 2014 (Clarke et al. , M artensson et al. 2014 .
In the present study, communication was seen as integral to improving the service user experience. A clinician's good interpersonal skills, such as listening, being nonjudgemental, caring and being supportive, have been shown to have a favourable influence on the service user experience (Williams et al. 2015) . More broadly, referrals, continuity of care and collaboration between services also depend on clear, effective communication at all points of service provision. By improving how and when health information is shared, communication plays a major role in securing inter-professional support for services user with medical co-morbidity (Innes et al. 2014) . Made possible by effective communication, improved coordination between primary care and specialist mental health services should be supported, while emergency and community services require improved protocols that streamline care transitions between services (Clarke et al. 2014 , Goode et al. 2014 .
The physical environment of emergency departments also contributes to the difficulties in assessing and managing service users with medical co-morbidity (Innes et al. 2014) . The need for a dedicated area in which to evaluate and care for service users with medical co-morbidity was identified in the current study. This finding is supported by literature, which shows that nurses, service users and families identify an appropriate environment as essential for holistic care of service users in emergency departments (Pich et al. 2010 , Innes et al. 2014 . In highlighting the need for a dedicated safe, private space in emergency departments, participants emphasized the importance of involving families and carers in the assessment and treatment of service users.
Social connectedness, particularly with family and friends, is central to service users' quality of life (Williams et al. 2015) . In addition to offering personal support and encouragement, families and carers provide a level of consistency or continuity for service users as they transition within and between different services (Morphet et al. 2012) . Wherever possible, families and carers should be involved in the person's treatment, recovery and care planning (Barker & Buchanan-Barker 2011) . Where family or carer support is unavailable, nurses and other clinicians should understand and take into account the impact of limited social contact or family support on the person's overall health and well-being (Williams et al. 2015) . Mental health nurses may be able to educate other nurses and clinicians in this regard, as they often have experience in supporting and helping to sustain carers by providing emotional support and by enhancing carers' coping strategies .
Limitations
Some of the findings reported clinicians' perspectives of the service user experience. Also, data were collected from clinicians from only one large tertiary medical service containing two tertiary medical hospitals -each with an emergency department -and related primary care services.
What the study adds to international evidence
In the light of the difficulties service users with medical co-morbidity encounter accessing appropriate treatment in medical hospitals, this study provides a worthwhile contribution to international evidence about service users' with medical co-morbidity experience in tertiary medical services and transitioning between tertiary medical and primary care services. The findings build on those of other studies reporting that this group of service users frequently experience difficulties obtaining suitable treatment and support in emergency departments (Clarke et al. 2014 , Goode et al. 2014 . Our findings highlight that, from mental health nurse participants' perspectives, service users feel confused and frustrated in emergency departments, and reinforce the publicized need (Shefer et al. 2014) for emergency department clinicians to have more favourable attitudes towards, and improve their communication with, this particular group of patients. Our findings contribute new knowledge by emphasising how emergency department mental health nurses can make an important contribution in improving care planning and coordination, by enhancing service users' transition, improving coordination and continuity of care and increasing family and caregiver participation. Intervention studies are needed to evaluate if implementation of these measures leads to sustainable improvements in care planning and coordination and how service users with medical co-morbidity are treated in emergency departments in particular.
Implications for practice
Effective care planning and coordination are possible and beneficial but are dependent on supportive leadership, good governance and appropriate levels of funding (Banfield et al. 2012) . Attention needs to be given to improving clinicians' attitudes and behaviours towards service users, working collaboratively with carers and families and improving coordination and continuity of care within and between services. Appropriate care and well coordinated transitions are contingent on good communication and collaboration between nurses and other clinicians, services, service users and their carers and families. There is a need for ongoing professional development education and support, and for developing an organized and systemic approach to improving service users' experience in emergency departments. 
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